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Abstract 
Introduction and Aims. This study investigated the extent to which parental monitoring and 
parental disapproval of alcohol use accounts for the association between country of birth and 
adolescent alcohol use. Design and Methods. The sample consisted of 10,273 adolescents 
from Grade 7 (Mean age = 12.5 years), 9 (14.5 years) and 11 (16.4 years) in Victoria, 
Australia. Participants completed a questionnaire during class time. Mediation analyses were 
performed to examine the extent to which parental monitoring and parental disapproval of 
alcohol use accounted for variations in past 30-day alcohol use between Australian-born and 
immigrant adolescents. Results. Alcohol use in the past 30 days ranged from 8.0% to 44.4% 
for participants from different countries/regions of birth. Those born in Asia (OR = 0.20 - 
0.51, p < .05) and Africa (OR = 0.45, p < .01) were much less likely to have consumed 
alcohol compared to those born in Australia. Adolescents from these two regions (except for 
Western Asia) reported higher levels of parental monitoring and parental disapproval of 
alcohol use (p < .05).  Higher levels of parental monitoring and parental disapproval of 
alcohol use partially mediated the association between birth place and alcohol use (p < .05). 
Discussion and Conclusions. There were large variations in alcohol use between Australian-
born and immigrant adolescents from different countries/regions. Adolescents from Asia or 
Africa were much less likely to consume alcohol and this protective effect was partially 
accounted for by parental monitoring and disapproval of alcohol use. 
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1 Introduction 
In Western countries adolescent alcohol use is prevalent [1] and associated with many 
health and behavioural problems, including violence and injury [2] and illicit drug use [3]. 
For example, in the United States, 29.5% of Year 8 students had experimented with alcohol 
in 2012, with 12.8% reporting intoxication, and by Year 12 these prevalence rates increased 
to 69.4% and 54.2% respectively [4]. In 2011, 45.9% of 14-year-old Australians reported 
consuming alcohol in the past year, and this rate increased to 81.4% amongst 17-year-olds [5].   
While variations in research methodologies make cross-national comparisons difficult, 
evidence suggests that the prevalence of adolescent alcohol use is much lower in Asian 
countries than in Western countries. For example, in China, the prevalence of past year 
alcohol use among 15-17 year-olds was 14.1% in 2007 [6].  In  Japan, the prevalence of 
alcohol use in the past 30 days was 20.3% among 12-15 year-olds and only 35.3% among 16-
18 year-olds in 2004 [7].  
This study examines rates of alcohol use amongst adolescent immigrants living in 
Australia. In Australia, there are over six million immigrants who represent 27% of the total 
population [8]. In the United States, over 40 million were born overseas and they constitute 
13% of the population [9]. Understanding patterns of alcohol use between different 
immigrant groups may provide useful information about social and cultural factors that 
moderate alcohol use, especially in Western countries with large immigrant populations. 
Currently, the majority of research on variation of immigrants’ alcohol use across 
ethnicity and country of birth has been conducted in the United States with adults. This 
research has generally shown large variations in alcohol use between immigrants from 
different ethnic backgrounds. In the US, immigrants generally report less alcohol use, and 
immigrants from Asia and Africa report the lowest rate of excessive drinking and alcohol 
abuse [10]. There is comparatively little Australian research on adolescent alcohol use 
amongst immigrant families, and little is known about whether there are significant variations 
in alcohol use amongst Australian adolescent immigrants. One Australian study suggests that 
adolescents with South-East Asian or Arabic-speaking backgrounds are at lower risk of 
alcohol and marijuana use than those with English-speaking backgrounds [11]. If there are 
significant variations in alcohol use in adolescents born in different countries, this would 
have implications for further research on mechanisms by which cultural backgrounds and/or 
immigrant experiences moderate adolescent alcohol-related risk.  It may also provide an 
evidence base for evolving the content and focus of current prevention programs to address 
cultural variations in Australian society [12]. 
Empirical studies that seek to account for variations in alcohol use between native 
born adolescents and those from immigrant groups are rare. Some research suggests these 
variations might be attributable to differences in parental monitoring and attitudes towards 
alcohol [13]. During adolescence, parents have a key role in shaping normative beliefs and 
behaviours about alcohol use [14-16]. Children whose parents provide low levels of 
monitoring and have liberal attitudes about alcohol use are at elevated risk of alcohol misuse 
and related problems [14]. The variations in alcohol use between different ethnic adolescent 
immigrant groups might be a reflection of differences in family practices and parenting styles 
relating to alcohol use [13]. For example, in the United States, parents with Western 
European or Northern American backgrounds generally tend to value adolescent 
independence and assertiveness. By contrast, parents of adolescents from African or Asian 
backgrounds generally place more emphasis on family interdependence, conformity and 
harmony [17-19]. Asian parents in particular seek to maintain cohesiveness within their 
family and adopt parenting styles that entail control, continuous monitoring, guidance and 
obedience [20]. It is possible that a stronger emphasis on monitoring occasions where 
adolescents are likely to have access to or be offered alcohol among some ethnic minorities 
may translate into a lower rate of adolescent alcohol and illicit drug use.  
This study contributes to the literature in two important ways. First, it investigates 
variations in alcohol use between different adolescent immigrant groups in Australia and 
Australian-born adolescents. Second, it examines to what extent parental monitoring and 
disapproval of adolescent alcohol use account for variations in alcohol use between 
Australian-born adolescents and immigrant adolescents from different ethnic backgrounds 
living in Australia. We hypothesised that: (a) There would be significant differences in 
alcohol use between Australian-born adolescents and immigrant adolescents from different 
ethnic backgrounds, and; (b) Parental monitoring and disapproval of adolescent alcohol use 
would at least partially mediate this relationship. In particular, we expected that the rate of 
alcohol use would be lower in immigrant adolescents from Asia or Africa, and that parents of 
these adolescents would engage in higher level of monitoring and show more disapproval of 
adolescent alcohol use. 
2 Method 
2.1 Sample 
The initial sample consisted of 10,273 adolescents (49.34% males) who were in Grade 
7 (Mean age: 12.5), 9 (Mean age: 14.5) or 11 (Mean age: 16.4). Of the initial sample, 10.5% 
had missing data in the analysis variable and ten datasets were multiply imputed to fill in the 
missing values in the regression analyses [21].  
2.2 Procedure 
The data collection involved a two-stage sampling strategy with schools in Victoria, 
Australia randomly selected in the first stage and classes in Grade 7, 9 and 11 randomly selected 
in the second stage. Details on the sampling procedure are described elsewhere [22]. The study 
was approved by the Human Ethics Research Committee of the Royal Children’s Hospital, 
Melbourne and the use the dataset was approved by The University of Queensland. 
2.3 Measures 
The measures were based on the adapted version of the Communities That Care 
Youth Survey, a validated epidemiological survey that was developed in the United States 
[23] and adapted for use in Australia [24]. 
Country/ region of birth. Participants were asked about their country of birth. 
Countries reported by fewer than 50 participants were classified by region according to the 
United Nations Geoscheme [25]. In this adaptation of the Geoscheme, 12 regions/countries 
were defined: Africa, Australia, China, Europe, India, New Zealand, North America, South-
East Asia, Southern Asia, the United Kingdom, Western Asia and Other. Although these 
groupings allow meaningful comparisons between adolescents from different regions (e.g. 
South-East Asia vs North America), they may mask subtle and important within-group 
differences. The labels for each group, such as African and Asian, encapsulate regions with 
considerable social and cultural heterogeneity. Such groupings lose information about smaller 
subgroups and it is likely that the present study underestimates the actual variations between 
ethnic groups. However, given the small number of immigrants from some countries, this 
grouping strategy provided a pragmatic balance between statistical power and loss of 
information. 
Alcohol use was measured with the item “In the past 30 days, have you ever had more 
than just a few sips of an alcoholic beverage like beer, wine, spirits or pre-mixed drinks?” 
Answers were scored on a 2 point response scale of yes/no. 
Mediators. Parental disapproval of alcohol use was measured using three items on a 
4-point scale. An example is “How wrong do your parents feel it would be for you to drink 
beer or wine regularly (at least once or twice a month)/ drink spirits regularly/ drink pre-
mixed drinks regularly?” The response scale was from “not wrong at all” to “very wrong” (
= 0.93). Parental monitoring was measured using nine items on a 4-point scale, from 
“definitely yes”, “yes”, “no”, to “definitely no” ( = 0.85). An example is “When I am not at 
home, one of my parents knows where I am and who I am with”. This scale was reverse 
coded so that a higher score reflected a higher level of monitoring.  
Control variables. Family affluence was measured using four items from the family 
affluence scale from the Health Behaviour in School-aged Children survey (HBSC) [26] (e.g. 
“Does your family own a car, van or truck?” on a 3-point scale from “no”, “yes”, to “yes, two 
or more), and was categorised as either “low”, “medium” or “high” following Currie, Molcho 
et al [26]. Region of residence was based on the Local Government Area classification 
scheme in Victoria and was coded as either “metro” or “regional”.  
Peer alcohol use was measured with the item “In the past year, how many of your 
best friends have tried alcohol?” using a 5-point scale from “none of my friends” to “4 of my 
friends”.  
2.4 Analysis 
Stata 13 was used to conduct all the analyses [27]. The prevalence of alcohol use by 
country/ region of birth was estimated first. Four logistic regression models were then used to 
examine the direct and indirect effect of country/region of birth on alcohol use [28]. In Model 
1, recent alcohol use was regressed on country/region of birth to assess the total effect of 
country/region of birth on alcohol use. In Model 2A and Model 2B, parental disapproval of 
alcohol use and parental monitoring were regressed on country/region of birth respectively. 
This assessed the effect of country/region of birth on parenting practice. In Model 3, recent 
alcohol use was regressed on country/region of birth, parental disapproval of alcohol use and 
parental monitoring. This assessed the direct effect of country/region of birth, and the indirect 
effect through parenting practices on recent alcohol use. The significance of the mediation 
effect was examined by bootstrapping the relevant coefficients from the four models [28]. A 
95% confidence interval of the bootstrapped coefficients that did not cover zero indicated a 
significant mediation. All models were fully adjusted for gender, age, region of residence, 
family affluence and peer alcohol use. A supplementary analysis with only complete cases 
was performed to evaluate the robustness of the multiple imputation procedure. 
3 Results 
Table 1A shows the cross-tabulation between past 30 days alcohol use and each 
categorical variable in this study. Country of birth was significantly associated with alcohol 
use, 
2 (11) = 156.61, p < .001. In general, participants born in Australia and other Western 
countries/regions, including New Zealand, North America and the United Kingdom had 
higher rates of alcohol use in the past 30 days. Alcohol use was also associated with region of 
residence, 
2 (1) = 44.47, p < .001, and family affluence, 2 (2) = 15.68¸ p < .001, but not 
with gender, 
2 (1) = .055. 
Table 1B shows the descriptive statistics of each continuous variable by alcohol use. 
At the bivariate level, alcohol use increased with age (t(9905) = 35.66, p < .001), with peer’s 
alcohol use (t(9678) = 63.25, p < .001), a lower level of parental disapproval of alcohol use 
(t(9709) = 49.43, p < .001), and a lower level of parental monitoring, t(9632) = 41.09, p 
< .001. 
[INSERT TABLE 1A HERE] 
[INSERT TABLE 1B HERE] 
Table 2 summarises the results from the mediation analysis. Results from Model 1 
indicated that those who were born in Africa (OR = 0.45, p = .001), China (OR = 0.23, p 
< .001), India (OR = 0.20, p < .001), South-East Asia (OR = 0.51, p = .002), Southern Asia 
(OR = 0.28, p = .003) and Western Asia (OR = 0.36, p = .004) were significantly less likely 
to report recent alcohol use than Australian-born participants. Participants who were born in 
Europe (OR = 0.85, p = .449), New Zealand (OR = 0.85, p = .443), North America (OR = 
0.75, p = .442), United Kingdom (OR = 1.51, p = .081) or countries classified as Other (OR = 
0.76, p = .332) did not significantly differ in alcohol use from participants born in Australia. 
Figure 1 shows the odds ratio of recent alcohol use from this model. 
[INSERT TABLE 2 HERE] 
[INSERT FIGURE 1 HERE] 
 Results from Model 2A indicated that participants who were born in Africa (b = 0.23, 
p = .001), China (b = 0.35, p < .001), India (b = 0.46, p < .001), South-East Asia (b = 0.22, p 
= .001), and Southern Asia (b = 0.45, p < .001) reported significantly higher levels of parental 
disapproval of alcohol use than participants who were born in Australia. The levels of 
parental disapproval reported by participants from other regions did not significantly differ 
from those born in Australia (p > .05). Results from Model 2B indicated that participants who 
were born in Africa (b = 0.13, p = .001), India (b = 0.28, p < .001), and Southern Asia (b = 
0.18, p = .001) were subject to significantly higher levels of parental monitoring than 
participants who were born in Australia. The levels of parental monitoring for participants 
from other regions did not significantly differ from those born in Australia (p > .05). Figure 2 
shows the estimated marginal mean and 95% confidence intervals of parental monitoring and 
parental disapproval by country/region of birth. 
[INSERT FIGURE 2 HERE] 
 Results from Model 3 indicated that parental disapproval of alcohol use and higher 
degrees of parental monitoring significantly predicted a lower odds of recent alcohol use (OR 
= 0.52, p < .001 and OR = 0.51, p < .001). After adding the two parental variables into the 
model, the odds ratio estimates for alcohol use were lower but remained significant for Africa, 
China, India, and South-East Asia, while the odds ratio for Southern Asia was no longer 
significant. This suggests that the effect of being born in these regions/ countries on 
adolescent alcohol use was partially mediated by greater parental disapproval of alcohol use 
and parental monitoring. Results from the bootstrapping analysis indicated there was 
significant mediation through both parental disapproval and parental monitoring for 
participants born in Africa, India, and Southern Asia. There was significant mediation 
through parental disapproval of alcohol use for participants born in China and South-East 
Asia. Comparison of coefficients from Model 3 and Model 1 indicated that 21% to 35% of 
the effect of country of birth was mediated through these two parenting variables. 
 The supplementary analysis that used participants with complete data largely 
produced the same conclusions as those using imputation, except for adolescents from 
Western Asia. The multiple imputation analysis indicated that there was no significant 
mediation but the analysis of complete cases suggested that alcohol use in adolescents from 
Western Asia was significantly mediated by parental disapproval and parental monitoring. 
The discrepancy between the two analyses is likely due to the small number of participants 
born in Western Asia, which allows missing data to have a relatively large impact on the 
analysis. The multiple imputation results are presented because they take account of observed 
differences in missing patterns and produce less biased estimates.  
4 Discussion 
This study examined variations in alcohol use between Australian-born and Australian 
immigrant adolescents. It also considered the extent to which parenting monitoring practices 
and attitudes accounted for this variation in alcohol use. In line with the first hypothesis, and 
consistent with studies in the United States [10], adolescents with African or Asian 
backgrounds were much less likely to consume alcohol than native-born adolescents. The 
odds of recent alcohol use for adolescents born in Africa or Asia were 49% to 80% lower 
than Australian-born adolescents. The odds of drinking for adolescents born in other Western 
regions/countries, including Europe, New Zealand, and North America were similar to those 
of Australian-born adolescents. Regardless of adolescents’ country/region of birth, high 
levels of parental disapproval of alcohol use and parental monitoring strongly inhibited recent 
alcohol use. These findings parallel previous studies that highlight the important role parents 
play in reducing adolescent drinking and alcohol-related harms [14, 29]. When parents have 
clear rules about alcohol use, monitor their children closely and convey strong disapproval of 
adolescent alcohol use, their children are at much lower risk of alcohol misuse and these 
protective effects extend into young adulthood [30].  
In line with the second hypothesis, parental monitoring and parental disapproval of 
adolescent alcohol use partly mediated region/country of birth variations in adolescent 
alcohol use. The level of parental monitoring and parental disapproval of alcohol use closely 
mapped onto the variation of alcohol use among adolescents from different ethnic 
backgrounds. Australian-born adolescents had lower levels of parental monitoring and lower 
levels of parental disapproval of alcohol use than adolescents born in Africa or Asia, and 
similar levels of monitoring and disapproval to those who were born in other Western 
regions/countries. When parental monitoring and disapproval of alcohol use were added into 
the model, the statistical effect of country/region of birth decreased and the mediation 
analysis showed that parental disapproval of alcohol use and parental monitoring accounted 
for 21-35% of the variation in alcohol use between adolescents from different 
countries/regions. The effect remained after controlling for well-known demographic 
correlates of alcohol use. 
This study has important implications for prevention and intervention. Our findings 
point to the utility of involving parents in prevention programs. In the past, many intervention 
programs have focussed only on school and peer groups. Also, they tend to be based on 
individualistic intervention models that aim to reduce peer influence by increasing refusal 
efficacy and emotional and social competency of adolescents [31, 32]. Family and parent 
oriented prevention can be an important adjunct to individual-focussed prevention approaches 
[33], especially for adolescents with African or Asian backgrounds for whom cohesiveness 
and interdependence within family is an integral part of their culture. On the other hand, 
prevention and intervention for Australian born adolescents may benefit from a stronger 
focus on encouraging parental monitoring and disapproval of alcohol use. Community-based 
prevention strategies that aim to increase parental awareness of alcohol harm among 
adolescents can also be an important strategy to reduce alcohol use [34].  
Our findings also have implications for future research on adolescent immigrants’ use 
of alcohol. A large proportion of the variations between adolescents from different ethnic 
backgrounds remain unexplained and future research is required to better understand the 
processes that lead to alcohol use amongst different ethnic groups. Existing research from the 
United States suggests that immigrants of ethnic minorities may face unique risk and 
protective processes [35]. For example, the challenges of adaptation to mainstream society 
and recognition of one’s own cultural identity have been associated with alcohol and drug use 
in minority adolescents [36, 37]. To optimise prevention outcomes for increasingly 
multicultural societies, Kumpfer and Alvarado [38] have called for more culturally sensitive 
prevention approaches that better cater for ethnic minority adolescents. For example, there is 
emerging evidence that for collective cultures which emphasise interdependence and 
cohesiveness within the family, prevention approaches that primarily work with parents may 
be effective in reducing drug use [39]. Incorporating culturally relevant information and 
using culturally-matched facilitators may also improve recruitment and retention [35]. 
Although evidence-based, culturally sensitive prevention programs are available [12], they 
have been under-utilised in multicultural Western societies. Most of the evidence for 
culturally sensitive prevention programs is from the United States and more research is 
needed to evaluate their effectiveness outside the North American context.  
Future research could examine how immigration may influence a region’s dominant 
pattern of alcohol use. Over the last decade in Australia, there has been a rapid increase in 
immigration from Asian countries. For example, the number of immigrants from China and 
India increased by 223% and 310% from 2001 to 2011 respectively [40]. In contrast, over the 
same period, immigration from Western countries increased at a much steadier pace (e.g., 6% 
increase from the UK) [40]. Higher rates of immigration from Asian countries to Australia 
have occurred at the same time as increases in adolescent abstinent rates [41]. Future research 
could investigate how much the change in adolescent abstinence rates is driven by increases 
in immigrants from countries where alcohol use is much less common, and how cross-
cultural influences may influence the dominant pattern of alcohol use in the population. 
Despite its large sample size, the present study has some limitations. The cross-
sectional design precludes conclusions about causality. Assessments of adolescent alcohol 
use were based on self-report. The school-based data collection methodology may under-
represent high risk youth who drop out of school. The measure of alcohol use was based on 
dichotomised responses (yes/ no, in the last 30 days) and information about quantity of use 
was not available. Nonetheless this measure was consistent with Australian National Health 
and Medical Research Council guidelines [42] which recommend those under 18 years of age 
abstain from alcohol. This survey and the sampling procedure were designed to obtain 
population estimates rather than to select adequately powered samples of diverse ethnic 
groups.  Country/region of birth was coded into several large groups based on the 
geographical location of the country of birth. Such grouping potentially underestimates the 
actual variations between immigrants from different ethnic backgrounds. Level of 
acculturation was not measured and the effect estimate from the model was therefore an 
average for immigrants with different levels of acculturation. The reference group 
“Australian-born” is also likely to be heterogeneous in terms of family cultural background. 
We performed a supplementary analysis that only included Australian-born adolescents 
whose parents were also born in Australia. The results were largely unchanged and 
conclusions remained the same.  
5 Conclusion 
There were large variations in recent alcohol use between Australian-born and immigrant 
adolescents, and these variations were partially explained by differences in parental 
monitoring and parental disapproval of alcohol use. Culturally-sensitive and family-oriented 
prevention approaches may enhance prevention programs.  
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